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RESPONDING TO CHILDREN’S NEEDS 


Development programmes aimed at reducing 
poverty do not necessarily reach children or 
improve the environment in which they live and 
grow. Some governments have adopted special supplementary nutrition 

policies for children, to provide nutrition, medical referral services 

sanitation, education and health services and the ® nutrition and health education for women 
infrastructure to deliver them. These policies are 
founded in the conviction that child development 
programmes can become catalytic agents for 
social change and serve as entry points for 
improving the quality of life of present and future 
generations of the disadvantaged. 


non-formal pre-school education 
immunization 
health check-ups 


This programme was started on an experimental 
basis in 33 of India’s 5000 or more administrative 
blocks. These area-specific projects, distributed 
across the States and Union Territories, share one 
common characteristic: they reach the poorest of 
the poor in urban slums and in rural areas, 
A majority of India’s 270 million children live in particularly the scheduled castes and tribes. 
impoverished economic, social and 
environmental conditions which impede their 
physical and mental development. As a response 
to the unmet needs of this vast and vulnerable 
population, the Government of India introduced 
in 1975 its most ambitious and comprehensive 
plan to increase child survival rates among the 
poorest and enhance the health, nutrition and 
learning opportunities of pre-school children and 
their mothers. Drawing upon experience culled 
from twenty years of planned social development, 
the Integrated Child Development Services (ICDS) 
scheme is designed both as a preventive and 
developmental effort. It extends beyond the 
existing health and education systems to féach » 
children and their mothers in villages and slums 
and delivers to them an integrated package of 
_ services: Tee 


A thousand ICDS projects will be in operation by 
March 1985, which marks the end of the Sixth 
Five Year Plan period. The Government of India is 
committed to child development as a policy 
priority and is steadily expanding the ICDS 
programme with the ultimate aim of reaching 


every child under the age of six before the turn of 
the century. 


The scope of the programme and the priority 
accorded to it by the government have generate 
keen interest among national and international 
development circles. What is ICDS? What are th 
problems it addresses? How does it attempt to d 
so? What are the results so far? What lessons ha 
emerged from the past eight years for India or 
other developing nations? 


THE FIRST SIX YEARS 


Children in India form a large and significant 
percentage of the population. Of the total national 
population of 683 million (1981 census), 270 
million or 40 percent are below the age of 15 and 
109 million or 16 percent are below six years. 
They are a critical human resource whose growth 
and well-being will determine, to a large extent, 
the course of India’s social and economic future. 


Despite the progress achieved since 
Independence, the quality of life of most children 
remains sadly below the standards envisaged by 
national policy makers. This is reflected in key 
indicators like a high infant mortality rate, high 
levels of morbidity, a high incidence of 
malnutrition and nutrition-related diseases 

’ leading to temporary or irreversible disabilities, 
and low literacy rates coupled with high rates of 
school dropout. These indicators vary with 
geography, economic class or social caste, sex of 


the child, and other socio-economic variables. 
For example, the national infant mortality rate 
(IMR) is 125 deaths per thousand infants born 
(1978 figures). It is higher in rural (136) than urban 
(70) areas and higher in both areas among 
scheduled castes (159 and 90, respectively). 
Similarly, literacy rates are higher among boys 
than girls. The national literacy rate is 36 percent 
(1981) but is 47 percent for men and 25 percent 
for women, with regional figures ranging from 20 
percent in Arunachal Pradesh in the north-east to 
69 percent in Kerala in the south-west. The school 
dropout rate is estimated to be as high as 39 
percent by the fifth year of primary school. 
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MAJOR CAUSES OF CHILD MORTALITY children 1 to 4 years (percentages) 


Source: 
Causes of Death 1977 (A survey) 
Vital Statistics Division, Office of the Registrar General, India 


The death rate among infants is highest at birth, 
with 60 percent of deaths occurring within the first 
month of life (UNICEF, 1981). Of these, many die 
within the first 7 days from causes attributable 

to low birth weight, an endemic condition 
resulting from widespread malnutrition among 
pregnant women. It is estimated that 30 percent 
of the children born in India, as against 5 to 7 
percent in developed countries, weigh less than 
2,500 grams at birth. Consequently, simple 
diarrhoeal and other gastro-intestinal disorders 
and common respiratory infections become major 
killers of infants. Those who survive are caught up 
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in a vicious circle of disease and malnutrition. 


Childhood malnutrition is caused primarily by 
poverty but is exacerbated by ignorance in the 
family and the community of the basic dietary 
needs of the child, particularly in the weaning 
phase. According to a study conducted by the Al 
India Institute of Medical Sciences (AIIMS) in rural 
and tribal areas in 1978, 77 percent of children in 
rural and 72 percent in tribal areas are 
malnourished, and of these 23 percent in rural 
and 27 percent in tribal areas suffer from acute 
malnutrition (Grades III & IV) (Tandon, 1981). 


Apart from making children increasingly 
vulnerable to common communicable diseases 
like measles, whooping cough, tuberculosis, 
tetanus, diphtheria and poliomyelitis, 

malnutrition and the resultant deficiency diseases 
are major causes of permanent impairment. 
Vitamin A deficiency is an example of the life-long 
disabling impact of malnutrition. An estimated 
25,000 children each year become blind because 
of this deficiency. lodine deficiency disorders like 
goitre, cretinism, and mental and physical 
subnormality threaten the well-being of an 
estimated 27 million children under the age of 6 
(Nutrition Foundation of India, 1983). Protein 
calorie malnutrition is another serious problem 
among pre-school children. The average calorie 
intake among children one to five years old is 810 
calories per day, against a minimum daily 


requirement of 1,200 calories. Prolonged 
malnutrition, coupled with repeated onslaughts 
of water-borne diseases traps the child in an 
endless cycle of sickness and debility. The lack of 
sufficient quantities of clean drinking water and 
adequate sanitation increases the already high 
levels of young child mortality and morbidity. 


Among the poor, children are relegated at an 
early age to the care of elderly relatives or older 
siblings. Many are neglected and grow up ina 
bleak social and physical environment. The 
consequent ill-effects usually interlock. For 
example, the lack of early mental stimulation is 
associated with a high dropout rate from the 
formal school system. Most of these dropouts 
remain functionally illiterate and are doomed to a 


life of poverty. 


A POLICY FOR CHILDREN 
So ROSS 10S ee OE ee 


growth.” 


In many developing countries the gains made 
through development efforts initiated after World 
War Il are reflected in the 1970's and 1980's in a 
dramatically altered demographic picture. Not 

_ only have populations grown exponentially but a 
high percentage of the population is composed of 
children under the age of 15. Therefore, children 
are increasingly viewed by some governments as 
an investment in the future, and child 
development programmes as foundations for 
social progress. Childhood mortality and 
morbidity can constitute a substantial drain on the 
human resources of a country and may neutralize 
the benefits of economic progress. 


“It shall be the policy of the State to provide adequate 
services to children, both before and after birth and 
through the period of growth, to ensure their full phys- 
ical, mental and social development. The State shall 
progressively increase the scope of such services so 
that, within a reasonable time, all children in the coun- 
try enjoy optimum conditions for their balanced 


On National Policy for Children, 1974 


Government of India Resolution 


In India, this realization led to a serious review of 
existing government programmes for child 
welfare in the early 1970’s and resulted in a majo 
breakthrough when the Government of India 
adopted the National Policy for Children to ensu 
comprehensive child development services on a 
national scale. The policy marked a significant 
departure from the piecemeal welfare 
programmes of the fifties and the sixties, 


In 1972, the Minister of Planning proposed that a 
programme of integrated services for the most 
disadvantaged children be designed and 
implemented nationwide. Under the direction of 
the Planning Commission, eight inter-ministerial 
teams were formed to study the child welfare 
projects of the two previous decades. They 
concluded that despite the limited coverage and 
uneven quality of the services, a model 
encompassing cognitive, nutrition and health 
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inputs had been developed; that a certain 
awareness of the crucial need for pre-school 
services for children 0-6 was established; and a 
promising beginning had been made in the 
development of a cadre of workers and the 
institutional means to train them. The main 
limitation, apart from the restricted budgetary 


support, was the lack of an efficient organizational 
mechanism at the village level through which 
services could be delivered. 
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It was proposed that such a system must be 
directly linked to the existing government 
infrastructure and, to be cost-effective, it must 
draw on: the resources of the Central, State and 
local governments; international and bilateral 
assistance, at least initially; the support of 
academic institutions and non-governmental 
organizations; and in time, the support of the 
communities it serves. Following these 
deliberations, the Integrated Child Development 
Services (ICDS) were launched on an 
experimental basis in 33 blocks in 1975. 


EXPANSION OF ICDS 


1975-77 a 33 


78-79 
79-80 
80-81 


PREVIOUS PROJECTS NEWLY SANCTIONED PROJECTS 
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BG Si EST SA. ere Ta 
TARGETS OF THE SIXTH FIVE YEAR PLAN, 1980-85 


IMMUNIZATION & 


HEALTH CHECKUPS 
MILLION CHILDREN 


6.1 : 
“MILLION CHILDREN 


SUPPLEMENTARY NUTRITION 


12. 
MILLION WOMEN 


PRESCHOOL EDUCATION ~ 
_ MILLION CHILDREN 


2.4 


MILLION WOMEN 


Consequent to an evaluation conducted by the rate of implementation of the ICDS programme. 
Planning Commission in 1977, the programme By 1985, ICDS is poised to provide: 

was gradually expanded to cover 300 blocks by (a) Immunization and health check-ups to 10.4 
1981. In the beginning of 1982, the Prime million children, (b) supplementary nutrition to 
Minister announced a Twenty-Point Programme 6.1 million children and 1.2 million pregnant and 
for social and economic development. ICDS was _ nursing mothers and (c) non-formal means of 
included under point 15 as the principal vehicle education to 3 million children. This coverage is 
for meeting the needs of children and their likely to double during the Seventh Five Year Plan, 
mothers. The Government's commitment to the 1985-1990. 


welfare of children is reflected in the accelerated 
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SEE AEE ETL LTE 
THE DIRECTION OF CHANGE 
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ICDS is best understood as a programme for child protection as well as child 
development. It takes a holistic approach to the child and attempts to 
improve both his pre-natal and post-natal environment. Mothers are, there- 
fore, an integral part of the programme and equal recipients of its benefits. 


Specifically, the programme seeks to 


Reduce the incidence of low birth weight and severe 
malnutrition among children 


Bring down the mortality and morbidity rates among 
children 0-6 years old 


Reduce school dropout rates through early stimula- 
tion programmes for children 3-6 years old 


Provide the environmental conditions necessary for 
the mental, physical and social development of 
children 


Enhance the ability of mothers to provide proper 
care for their children 


Achieve effective co-ordination at the policy and 
implementation levels among government depart- 
ments to promote child development 
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SERVICES FOR CHILDREN AND MOTHERS 


SERVICES AND BENEFICIARIES 


CHILDREN UNDER 1 YEAR 1 TO 3 YEARS £ 3 TO 6 YEARS 


HEALTH CHECKUP IMMUNIZATION SUPPLEMENTARY 
NUTRITION 


PREGNANT AND NURSING WOMEN 


The services under ICDS converge at the same 
time on the same group of children. This pattern is 
based on the concept that services for children 
must operate together for any of them to have 
durable value, and for their total impact to be 
more than the sum of their separate effects. For 
instance, supplementary feeding for 


REFERRAL SERVICES NON FORMAL NUTRITION AND 
PRESCHOOL HEALTH EDUCATION 
EDUCATION 


ALL WOMEN 15-45 YEARS 


malnourished children becomes effective if 
accompanied by health check-ups, diarrhoea 
management programmes, clean water, mental 
stimulation and basic health education for 
mothers. In selecting the services, therefore, 
priority is given to the most urgent needs of 
children as well as to the mutually reinforcing 
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relationship between the chosen services. Cost- 
effectiveness and administrative feasibility are 
two other important considerations. The package 
of services includes periodic health check-ups, 
referral medical services, monitoring of growth, 
immunization, supplementary feeding, non- 
formal pre-school learning opportunities and 
nutrition and health education for mothers. 


The focal point of the convergence of these 
services is the anganwadi or pre-school child 
centre, located within the village itself. Each 
anganwadi is run by an anganwadi worker 
(AWW) and her helper, and usually covers a 
population of 1000 in rural and urban areas, and 
700 in tribal areas. 


Health 


At the anganwadi, children and expectant and 
nursing mothers are examined at regular intervals 
by the Lady Health Visitor (LHV) and Auxiliary 
Nurse Midwife (ANM) who diagnose minor 
ailments and distribute simple medicines. They 
provide a link between the village and the Primary 
Health Care sub-centre. 
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Immunization 


All children in the project area are immunized 
against diphtheria, whooping cough, tetanus, 
poliomyelitis and tuberculosis. Measles 
vaccinations are provided in epidemic areas. All 
pregnant women are immunized against tetanus. 


Supplementary Nutrition 


All families in the community are surveyed to 
identify the poorest children below the age of six 
and expectant or nursing mothers. Three hundre 
days a year, food is prepared and distributed to 
them at the anganwadi or pre-school centre. The 
type of food varies from state to state but usually 
consists of a hot meal cooked at the anganwadi, 
containing pulses, cereals, oil and sugar. Some 
states provide a ready-to-eat snack containing the 
same basic ingredients. Special care is taken to 
reach children-below the age of three and to 
encourage parents and siblings to bring them to 


the anganwadi for feeding. By providing 300 
calories a day to children under 6 years, the 


anganwadi attempts to bridge the calorie gap 
between the national average intake of 810 
calories and the required 1200 calories per day. 
Additionally, specific micro-nutrients are 
supplied to offset regional or individual 
deficiencies: Vitamin A for blindness, iron for 
anaemia and iodated salt for iodine deficiency 
disorders like stunted growth, physical disability 
and mental retardation. 
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Supplementary nutrition provided at the anganwadi 


Recipients Calories Grams of Protein 
Infants 200 8-10 
Children 1-6 years 300 £8, 
Pregnant and nursing women 500 25 
Severely malnourished children Double the daily supplement 


provided to the other children 
and/or special nutrients on 
medical recommendation. 


Growth Monitoring 


All children below the age of six are weighed or 
measured for height periodically. Weight/height- 
for-age growth charts are maintained to identify 
malnourished cases. Those suffering from severe 
malnutrition (Grades Ill and IV) are given special 
supplementary nutrition and acute cases are 
referred to the medical services. 


the anganwadi for three hours a day. The main 
function of the pre-school education component 
is to stimulate and satisfy the curiosity of the child 
rather than follow any rigid learning curriculum. 
Children are taught songs and games. Toys are 
indigenous and are imaginatively produced from 
inexpensive locally available materials. Since 
there is no formally structured curriculum, and 
flexibility is encouraged, the anganwadi often 
responds to parental demands to teach the 
alphabet and elementary numeracy. 


Nutrition & Health Education 


Non-formal training in nutrition and health is 
organized at the anganwadi for mothers and 
pregnant women. All women between 15 and 45. 
are invited, with priority given to pregnant or 
nursing mothers and mothers of children who 
suffer from repeated illness or malnutrition. 
Several methods are employed to reach mothers: 
home visits by the AWW, special campaigns, 
informal gatherings and audio-visual 
presentations. 


Non-formal opportunities for pre-school 
learning 


Pre-school education in a non-formal setting 

forms the backbone of the ICDS programme as all 
services converge on the pre-school centre. 
Children between the ages of three and five attend 


a 


THE STRUCTURE 
MAREN RE LE TS 


The implementation of an ICDS project is a although several states have achieved the goal of 
process resulting from a series of consultations an ICDS cadre composed entirely of women. 
and preparatory activities at both Central and 
State levels of Government. Projects are 
sanctioned annually by the Ministry of Social 
Welfare, Government of India, after discussions 
with the Planning Commission and State 
Governments. The allotment of projects is based 
on need, demonstrated capability to implement 
and commitment to the programme. States with 
greater resources may initiate additional projects 
supported entirely with their own funds. Once a 
project is sanctioned, the delivery of services to 
the children may take 12 to 18 months, which is 
the time required to identify project sites and 
establish the anganwadis in the village or slum. 
The projects are located where the need is 
greatest: urban slums, backward rural and tribal 
districts, drought and flood prone belts and areas 
with high infant mortality rates and severe 
malnutrition. 


Once the project site is identified and approved 
by the Central Government, the State Government 
initiates the selection and training of the three 
levels of staff: the Child Development Project 
Officer (CDPO), the Mukhya Sevika or Supervisor 
and the anganwadi Worker (AWW). These 
categories are selected according to uniform 
criteria set by the Central Government, based on 
education and experience. All community level 
workers—anganwadi Workers and Supervisors— 
are women. The Government of India has 
proposed that Child Development Officers should 
also be women. This is not always possible 
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A uniform curriculum has been developed by the 
National Institute for Public Cooperation and 
Child Development (NIPCCD) for the pre-service 
training of all three tiers of ICDS staff. The duration 
and location of training varies according to staff 
category, and is supplemented by subsequent 
in-service training which is tailored to specific 
needs. The training system is geared to maximize 
the involvement of existing academic institutions 
and non-government organizations who regularly 
conduct pre-service and in-service training 
programmes for Supervisors and AWWs. 


The CDPO undergoes two months’ training at 
NIPCCD in New Delhi or at one of the regional 
centres in Lucknow, Bangalore or Gauhati, in 
child development, accounting, finance 
management, survey techniques as well as 
community organization. 


The Supervisors are trained for three months, 
mainly in home science colleges or departments 
of Social Work in established universities. The 
content of the training is similar to that outlined 
below for anganwadi workers, with an added 
managerial component. 


The three month training of AWWs includes 
courses in child development, community work, 
identification of disabilities, record keeping, 
survey techniques, family planning and training 
in imparting non-formal, nutrition and health 
education. Although a large number of AWWs 
are trained in home science colleges, non- 
government organizations are responsible for the 
training of the majority of them. This is an area 
where the participation of non-government 
bodies in the implementation of ICDS has been 
most evident and continues to grow. 


19 


EEL ELE ES 2 IS SEES EES ES 


THE ROLE OF KEY PROJECT STAFF 


GOVERNMENT ADMINISTRATION 


Child Development Project Officer (CDPO) 

@ Provides link between ICDS and government administration 

@ Secures anganwadi premises ; 

@ Is in charge of 4 Supervisors and 100 AWWs 

@ Identifies beneficiaries and ensures supply of 8 LO res 
centre, and flow of health services 

@ Monitors programme and reports to State Goverrintea 


Supervisor | 

@ Responsible for 20-25 anganwadis 

® Acts as mentor to AWWs 

@ Assists in record keeping, organizing . 
community visits, visits of health personnel 

@ Provides on-the-job training to AWWs 


Pain Worker (AWW) - 
Is multi-purpose agent of change 
Selected from the communi 
Provides direct link to children and mothers 
Assists CDPO in survey of community and beneficiaries 
Organizes non-formal education sessions 
Provides health and nutrition education to mothers 
Assists PHC staff in providing health services | 
-Maintains records of immunization, feeding and pre-school 
attendance 
@ Liaises with block administration, local school, 
health staff and community 
e Other cone ae e.g. pe Planning 


Monitoring and Evaluation 


The responsibility for monitoring the 
implementation of the ICDS programme is shared 
by the Ministry of Social Welfare, the All India 
Institute of Medical Sciences, and the National 
Institute of Public Cooperation and Child 
Development. Periodic surveys and special 
studies supplement the basic data originating at 
the anganwadi. The anganwadi worker regularly 
maintains records of immunizations, health 
check-ups, births, deaths, attendance at pre- 
school learning sessions, supplementary feeding, 
nutrition and health education and growth charts. 
Before being sent to the Central Government 
(Ministry of Social Welfare) these reports are 
consolidated by the CDPOs and forwarded to 
district and state monitoring cells for corrective 

~ action. The health component of ICDS is 
monitored through monthly reports sent by 
medical officers at PHCs to district and state 
directorates of health. There are also special 
studies and regular follow-ups to the baseline 


survey conducted by medical consultants which 
are analysed at the All India Institute of Medical 
Sciences. The social inputs are monitored by a 
special cell located at NIPCCD, New Delhi 
through data collected by consultants based in 
home science colleges and university 
departments of social work. 


Two major evaluations were conducted by the 
Planning Commission in 1978 and 1982. The 
positive results of these evaluations formed the 
basis for the government decision to accelerate 
the expansion of ICDS in 1982. UNICEF 
supported an independent assessment in 1983 
which clearly established the cost-effectiveness of 
the programme. Impact evaluations have been 
conducted by several academic and medical 
institutions, some of which are analyzed later. 
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Financial and Budgetary Support 


The cost of an ICDS project can be divided into 
three distinct categories: (a) The initial non- 
recurring cost of establishing the project; (b) The 
cost of supplementary feeding; (c) The recurring 
costs of maintaining the services beyond the first 
year. The overall responsibility for the 
establishment and financial administration of the 
programme rests with the Ministry of Social 
Welfare, Government of India. This Ministry 
provides and coordinates the initial non-recurring 
expenses directly from the Centre. These are 
outlined on page 39. 


The cost of supplementary feeding is borne by the 
State Government at an estimated rate of 25 paise 
(approximately $0.024) per beneficiary per day 

for 300 days in a year. The maintenance of 
services beyond the initial implementation phase 
is funded by the Central Government. A recent 
evaluation of the ICDS programme indicates that 
the maintenance of 1000 projects absorbs 0.13 
percent of India’s gross domestic product. In other 
words, all children in India could enjoy these 
services at a total administrative cost of 0.65 
percent of the GDP. 
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Multilateral and Bilateral Assistance 


As the lead agency in the United Nations system 
for children, UNICEF assisted the Government of 
India in planning and implementing the ICDS 
programme in 1975 and remained the only 
contributor to the programme other than the 
Government of India until 1982. During 1982- 
1983 several international and bilateral agencies 
—WFP, CARE, NORAD, USAID—reached 
agreements with the Indian government to 
provide varying degrees of assistance to the 
programme. The type and extent of their 
assistance is outlined below. 


UNICEF assistance is primarily towards the non- NORAD provides cash assistance for training and 
recurring expenditure required to initiate projects. | administrative expenses in three districts in the 
This includes technical expertise, equipment, state of Uttar Pradesh. 

transport, educational materials, cash assistance USAID assistance is limited to one district each in 
for pre- and in-service training of all levels of staff, the states of Gujarat and Maharashtra. During the 
strengthening the technical and managerial period 1983-1989, this assistance will be 


capacity of educational institutions and 
government departments, provision of basic 
drugs and vitamins, support to monitoring and 
evaluation, introduction of water supply and 
sanitation, cash support to research and 
innovative pilot activities and communications 
support for the programme. In range and volume 
of assistance, UNICEF remains the main non- 
government contributor to the programme. 


concentrated on efforts to identify and develop 
innovative methods to upgrade the quality of 
training, management and delivery of services. 


WFP and CARE provide mainly food assistance to 
ICDS. Existing nutrition programmes receiving 
food contributions from these agencies will be 
upgraded to include all ICDS components by 
1987. CARE also provides technical assistance to 
monitor food distribution through ICDS. 
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AOC 
IMPACT AND TRENDS 


The ICDS programme seeks to introduce major 
changes at the village level to create an 
environment congenial to child development. 
The institutional means to bring about these 
changes is the anganwadi. It provides access for 
young children to existing health services and 
offers them mental stimulation by drawing on 
various governmental, non-governmental and 
community resources. The degree to which this 
new structure influences the lives of children is 
dependent upon social attitudes which sometimes 
must be developed or altered. Changes of this 
nature occur gradually and are not easy to 
quantify. An overview of the impact of ICDS, 
therefore, must identify changes that are concrete 
and quantifiable and which follow an anticipated 
pattern; some that are impressionistic and develop 
at a slower, more erratic, tempo; and some 
altogether unanticipated, emerging from the 
dynamic interaction between the community 
and the anganwadi. 


In reviewing the ICDS experience some of the 
more pertinent questions are: Does the scheme 
serve the children and women for whom it is 
meant? How efficiently does it function? Is there a 
convergence of resources and services as 
anticipated by the planners? Is there a discernible 
impact on the quality of children’s lives? Is there 
evidence of growth and flexibility to meet newly 
identified needs? Is the programme cost-effective? 


The expansion of the ICDS programme has been 
accelerated to provide services in 20 percent of 
India’s administrative blocks by 1985. The 
primary targets of these services continue to be 
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the poorest and the most underprivileged. Recent 
studies show that the largest number of 
beneficiaries come from poor rural and tribal 
populations. Moreover, the participation of the 
most vulnerable age-group, 0 to 3 years old, is 
higher than in any previous child-related 
programme. Almost 50 percent of the enrolment 
in the supplementary feeding programme is drawr 
from this group. Similarly, most of the pregnant 
women receiving pre-natal care through the 
anganwadi come from the poorest classes. 


Growth of pre-term and term babies in 
non-ICDS and ICDS groups 


& n an 
c = = 

i=) < & 

—E 3 = 

: : : 

ro) a 
= F: 

. - 


The impact of the programme on the lives of 
children is evident in several crucial indicators: 
increased weight at birth, reduced incidence of 
malnutrition, increased immunization coverage, 
and a reduced infant mortality rate in areas 
covered by ICDS. The birth weight and growth 
pattern of babies in ICDS areas shows an 
appreciable increase over that of babies whose 
mothers do not receive supplementary nutrition 
- through the ICDS projects during the last trimester 
of pregnancy. 


A follow-up survey conducted by the AIIMS in 15 
of the original 33 projects indicates that the 
incidence of severe malnutrition among children 
0-6 years fell from 21.9 percent to 5.4 percent and 
the incidence of moderate malnutrition from 23.3 
percent to 17.2 percent over a 21 month period. 
The most dramatic reduction occurred in children 
less than three years old, with the incidence of 
severe malnutrition falling from 29.2 percent to 6 
percent. 
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NUTRITIONAL STATUS OF CHILDREN 


In fifteen projects at the time of the baseline survey and 
at the twenty one month follow-up survey 


sp 56.67 


47.28 


28.82 


20.02 


MAA 
MMM Ea 


AZ, 
UNDER 3 YEARS OVER 3 YEARS 0-6 YEARS 
VALMLLE UIA AT —<— 
Grade III & IV (severe) Grade I (moderate) Grade 1 & normal BASELINE 


Source: Tandon et al. Ind. J. Med. Res. 73, p. 374-394 (1981). Presented in percentages. The data is analysed on the basis 
of National Standards of weight for age index recommended by the Indian Academy of Paediatrics, Nutrition Subcommittee FOLLOW —UP 


A study was conducted by the All India Institute of The treatment included therapeutic supplementar 
Medical Sciences* in 1981 in 406 anganwadis nutrition and simple drug therapy for the illnesse: 
selected from 15 states in which 4,292 children associated with malnutrition, and was managed 
suffering from severe protein calorie malnutrition entirely at the village level by the anganwadi 
were followed up over a period of 6 to 12 weeks. _ worker with the assistance of the Auxiliary Nurse 


‘This study has been accepted for publication by The Journal of Tropical Paediatrics, London 
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Midwife (ANM). Of the children receiving 
treatment, 85 percent improved, there was no 
change in the nutritional status of 6.3 percent, 3.6 
percent deteriorated and 3 percent died. Given 
the 15 percent mortality rate reported for severe 
protein calorie malnutrition at hospitals, it is clear 
that village level management of malnourished 
children is the ideal intervention. 


The anganwadi has become one of the main 
avenues for the delivery of immunization services 
to children under the age of six. In several states, 
mass immunization programmes like the 
Expanded Programme on Immunization (EPI) 
have been conducted through the ICDS network. 
Immunization coverage in some areas has 
doubled or trebled after the introduction of ICDS. 


Immunization Coverage in ICDS* 
(percentages) 


ICDS Project Areas 


Non ICDS One year Two years 
areas old project or more 


BCG 255 28.8 45.6 
eT 18.3 Vere ks 43.4 
Poliomyelitis 


(3 doses) 16.4 29.8 ADe/ 


*All India Institute of Medical Sciences Survey, 1982 
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Poliomyelitis Immunization coverage and Incidence of Disability in 
Urban ICDS, Madras* 


Poliomyelitis Disability 

Immunization (No. of Childr 
1976 26 % 19 
1977 72.7 % 9 
1978 752.0% AZ 
1979 933 % 4 
1980 995 % - 
1981 734 % Mass Immunization 2 
1982 87.69 % Mass Immunization 4 
1983 84.42 % 3 


*Study conducted by Dr S. Jayam, ICDS medical consultant, Madras, November 1983. 


An evaluation was conducted in 1983 of the 
impact of poliomyelitis immunization in 10 urban 
ICDS centres operating in Madras since 1976. 
The findings indicate that ICDS is an efficient 
avenue for the extension of immunization 
coverage and prevention of disabilities. 

The records from various ICDS centres indicate a 
perceptible fall in morbidity and deaths in project 
areas.’ There are not enough data on the former but 
a study conducted by AIIMS in several states to 
determine the degree of change in the infant 
mortality rate in areas covered by ICDS indicates 
that IMR is well below the national average in 
project areas. 
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Provisional Estimates of Infant Mortality Rates (IMR) in ICDS 
Areas in 1982-83 (per thousand) 


_ Provisional estimates National estimates 
based on the study in provided by SRS** 
Location ICDS Projects* (1978 Estimates) 
Rural and Tribal Areas 89.6 137. 
Urban Slum Areas 71.6 74 
Combined (Rural, Tribal & 
Urban Slum Areas) 83.3 127. 


* The provisional estimates are based on a sample of 218 anganwadis selected from 36 projects (15 Rural, 8 Tribal 
and 13 Urban Slums) covering a population of 0.22 million 
**Sample registration system, Registrar General, Government of India 


The growth and impact of the health and nutrition urban areas. There are clear indications in several 
components of ICDS is more visible and easier to states that a high percentage of children who 


quantify than those meant to enhance the attend anganwadis enter the primary school 
cognitive development of children and influence system but no formal studies have been conducted 
social attitudes. They have also received closer so far to determine the impact on school drop-out 
scrutiny from the government in the first phase of _ rates or on the cognitive development of young 
the programme. The pre-school learning children. Efforts are now under way to improve 
opportunities provided through ICDS are meant and expand the educational component and to 

to reduce disparities between rural and urban monitor the implementation and impact at the 


children, as well as between the rich and poor in _ project level. 
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The participation of the community in ICDS has 
grown slowly but perceptibly. Contributions of 
land, building materials, labour and food vary 
considerably from place to place. They are 
usually higher in rural and tribal areas than in 
urban slums where resources and time are scarce. 
One measure of community involvement is the 
pervasive awareness of the programme at the 


village level and the increasingly high demand fo 
its services. The government encourages the 
participation of non-government organizations 
and community members in the programme. 
Systematic efforts to enhance this participation 
have accelerated recently with noticeable results 
at the state and community levels. 


Ae ier esa SO ee 


CONVERGENCE OF SERVICES 


The convergence of inputs and services of ICDS is programme. A similar trend is evident at the state 


a clear trend which cuts across all levels of the level. In drawing on the resources of a wide 
planning and implementation process. Initially, spectrum of Central Ministries and State 
the Ministry of Social Welfare, the nodal ministry | Departments, ICDS has assumed an advocacy 
for the implementation of ICDS, was assisted role on behalf of children, especially with 

' primarily by the Ministry of Health. More reference to government ministries and 
recently, some technical ministries (e.g., Works departments which have not previously 
and Housing, Information and Broadcasting) considered development of children as their 
began to contribute substantial support to the priority. 
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ICDS has the potential to make a major impact on — employment of such large numbers of women 
the status of women not only through the services from low income groups will have a perceptible 
it delivers to them to improve their role as mothers impact on the economic wellbeing of families 
but also as a major employer of women. Current and, eventually, on the birth rate. 

plans indicate that by 1985 close to 207,500 

women will be employed in ICDS. This number 

could double during the Seventh Plan. The 
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The ICDS programme has maintained the basic 
features outlined in the 1975 strategy but 
considerable flexibility in the implementation has 
allowed for growth in the variety and emphasis of 
services in response to local needs. The largest 
changes are evident at the village level. The 
anganwadi has become a focal point for the 
introduction of additional services for children. 
Services introduced recently include: water 
supply and sanitation, the identification and 
prevention of disabilities, the identification of 
goitre and other iodine deficiency disorders in 
endemic areas, the production of oral rehydration 
salts and assistance to the family planning 
campaign. 


At the project level,-the co-ordinating skills 
acquired by CDPOs are being utilized in some 
states to manage inputs from several Government 
Departments, especially in programmes which 
address community-wide concerns. These 
include income generating activities for women, 
communication campaigns, special health 
campaigns and inter-departmental in-service 
training programmes. 


The decided success of the programme as a 
vehicle for the delivery of services to children and 
women, the commitment of the government to 
human resource development and the proven 
flexibility of the programme indicate that ICDS 
will continue to grow as envisaged by the early 
planners. The speed and efficiency with which it 
will grow will be influenced in the coming years 
by the willingness and ability of the community to 
match the government commitment to the well- 
being and development of their children. 
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LHV 
NIPCCD 


NORAD 
PHC 
USAID 


WFP 


ANGANWADI 
MUKHYASEVIKA 


ABBREVIATIONS AND HINDI TERMS USED 


: All India Institute of Medical Sciences, 


New Delhi 


: Auxiliary Nurse-Midwife 
: Anganwadi Worker 
: Cooperative American Relief 


Everywhere 


: Child Development Project Officer 
: Expanded Programme on 


Immunization 


: Integrated Child Development 


Services 


: Infant Mortality Rate 
: Lady Health Visitor 
: National Institute of Public 


Cooperation and Child Development 


: Norwegian Agency for Development 
: Primary Health Centre 
: United States Agency for International 


Development 


: World Food Programme 


: Children’s Centre 
: Supervisor 
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Cost Estimate of a Project for One Year* 


Rural Urban Tribal 
Project Project — Project 
3 Rs. Rs. Rs. 
| Staff Salaries 338,000 358,000 198,000 
Il Additional Staff in PHCs, 50,000 a 


subcentres 


Ill Other expenses for rent, 
medicines stationery, etc. 83,000 236,000 54,000 


IV Non-recurring expenses for 
furniture, equipment and 


vehicles 108,000 107,500 57,000 
Total Project Expenditure 

Recurring 421,000 644,000 252,000 

Non-recurring | 108,000 107,500 57,000 


————————————————— 


*Projects sanctioned after 1982 
"One U.S. dollar is equivalent to approximately 10.5 Indian rupees 


Note: The above expenses do not include the cost of supplementary nutrition which is provided 
by each state from its own resources. The cost of feeding each child is approximately 
Rs 0.25 ($0.024) per day for 300 days a year, or Rs 75 per child per year. 
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